The present study investigates the differences in public attitudes towards the mentally ill in Bali (Indonesia) and Tokyo (Japan), the former being a non-industrialized society and the latter an industrialized society in Asia. Seventy-seven residents of Bali and 66 residents from Tokyo were examined by a devaluation-discrimination measure and a self-assessment questionnaire to gauge their reactions to five imaginary case study vignettes consisting of three cases of schizophrenia, one case of a depressive episode, and one case of obsessive-compulsive disorder. Balinese respondents had significantly lower devaluation-discrimination measure scores, indicating a more favorable global attitude towards persons with a history of psychiatric treatment than did respondents in Tokyo. However, the extent to which people were prejudicial against mental patients in the two societies varied with the kinds of mental disorders, with Balinese having a more positive attitude to schizophrenics but more negative to depressive and obsessivecompulsive patients.
INTRODUCTION
With the advent of social community psychiatry, a greater interest has developed in the attitudes and opinions of the community and of caregivers towards mental illness. 1, 2 Even with successful inpatient and outpatient treatment, the patients' progress may be compromised by a return to a hostile and uninformed community. 3 Psychiatric labeling has a negative impact on a patients' income and work status, and may increase their environmental stress and decreases their ability to cope. 4 A positive public attitude towards the mentally ill is a necessary prerequisite for the proper community care and treatment of such patients.
Public attitudes towards the mentally ill may be influenced by such factors as race, culture, religious conviction, and the condition of medical services.
Comparing the attitudes of American-born Asian students enrolled in a psychology course with those of Caucasian students, Sue et al. 5 revealed that the Asian-Americans were more likely to associate mental illnesses with organic or somatic factors than were the Caucasian students, a finding consistent with subcultural values. Caldera and Kullgren 6 examined the cross-cultural differences between Swedish and Nicaraguan medical students regarding their attitude towards psychiatry and found that Nicaraguan students had a significantly more positive attitude towards psychiatric patients. Yamamoto et al. 7 reported that Thai medical students had less favorable attitudes towards the mentally ill than did Japanese medical students. This was thought to be because of Thai students' frequent contact with inadequately treated mentally ill individuals who exhibited deviant behavior as a result of the not yet fully developed state of the Thai mental health system. In the aforementioned studies, however, the respondents were students who were taking a medical or psychology course. For community care to succeed, favorable attitudes of residents who have day-to-day contact with mental patients are essential. We are unaware of any cross-national study that has made a direct comparison of public attitudes towards the mentally ill.
We hypothesized that residents from the general population in the non-industrialized society would be less prejudicial towards mental patients than those in industrialized society given that the mental health system in non-industrialized society is organized in such a way that there are very few psychiatric beds, suggesting an acceptance of mental patients by the community. In the present study, we compared the attitude of lay people towards the mentally ill in Bali (Indonesia) and Tokyo (Japan), the former being a non-industrialized society and the latter a major metropolitan center in an industrialized society in Asia, to test the above hypothesis. Bali is one of more than 10 000 islands that make up Indonesia, an island located in South-East Asia, famous as a tourist resort and for its unique Hindu-based culture. Bali has a population of about 2.7 million and an industry that is now in the developing stage. Tokyo, the capital city of Japan, also located in Asia, is a fully industrialized city with a population of about 12 million. Although the main religions in Japan are Shintoism and Buddhism, they are not sources of daily devotion and faith, as is the case for the Balinese Hindu, but are limited to holiday religious rituals. Both places are ethnically homogeneous. There is an overwhelmingly greater number of psychiatric beds in Tokyo than in Bali (22.4 and 1.0 per 10 000 population, respectively).
METHODS

Participants
Seventy-seven residents in Bali and 66 residents in Tokyo participated in the present study. The Japanese respondents, 42 males and 24 females with a mean age of 28.9 (standard deviation, SD 9.8) years and a mean educational period of 14.5 (SD 2.45) years, were office workers who had not been enrolled in a medical or psychology course in their school days. After having obtained samples from Tokyo, we obtained samples from Bali matched for age, educational level, sex, and occupation. The Balinese respondents were office workers, 48 males and 29 females, with a mean age of 29.5 (SD 10.9) years and a mean educational period of 13.2 (SD 2.80) years.
Questionnaires
The self-assessment questionnaires used in the present study consisted of a devaluation-discrimination measure and five brief imaginary case study vignettes.
First, the devaluation-discrimination measure developed by Link et al. 8 was used as a stigma measure. This consists of 12, six-point Likert items (i.e. 'strongly agree = 1' to 'strongly disagree = 6'), and included statements such as: 'Most people would willingly accept a former mental patient as a close friend', 'Most people believe that a person who has been in a mental hospital is just as intelligent as the average person', and 'Most people feel that entering a mental hospital is a sign of personal failure', which were designed to assess the extent to which respondents would believe that most people would devalue or discriminate against a person with a history of psychiatric treatment. The measure shows adequate internal consistency (alpha = 0.76) and adequate consistency among each of the five study groups (range 0.69 in the untreated case to 0.82 for former patients). We changed the six-point original scale to a fourpoint one for use in the present study, because Balinese respondents were not accustomed to a multiple degree rating scale. A high score indicates a belief that mental patients will be devaluated and discriminated against. Translation back and forth between English and Indonesian, and also between English and Japanese, was performed to confirm that both Indonesian and Japanese versions are equivalent to the original questionnaire.
The second part of the questionnaire, which consisted of five brief vignettes showing five imaginary situations, was designed especially for the current study to further examine the attitude towards the mentally ill. Vignette 1 showed an individual suffering for more than a month from thought broadcasting (Schizophrenia Case 1). Vignette 2 showed an individual with symptoms of hallucination and withdrawal, who gradually became apathetic. The person had been hearing voices calling the person's name over a month (Schizophrenia Case 2). Vignette 3 showed an individual suffering from hallucination and delusion, who had been hearing the voice of God for several years, and had begun to perceive himself or herself as a child of God (Schizophrenia Case 3). Vignette 4 described a person with depressive mood, loss of appetite, and psychomotor retardation (Depressive episode). Vignette 5 described an individual performing a compulsive act such as tooth-brushing, who could not stop the behavior, even though he or she felt it unreasonable (obsessive-compulsive disorder, OCD). All vignettes were designed to fulfil the criteria of each disorder as classified in ICD-10. 9 As in previous studies that used vignettes without a proper psychiatric diagnosis, [10] [11] [12] no information was given to indicate whether the people portrayed actually suffered from a mental disorder. This was done to examine more accurately the attitudes of respondents towards persons with psychiatric symptoms.
Participants were asked to answer the following seven questions for each vignette. (1) Participants answered the first three questions using a four-point scale (ranging from 1 to 4), and answered the remaining questions with either a 'yes' or a 'no'. The questions regarding how 'most people think' were designed to gauge the respondents' opinion. This questionnaire was originally written in Japanese, and then translated into Indonesian. It was then translated back into Japanese by a bilingual person unfamiliar with the study to ensure that the Indonesian version was equivalent to the original questionnaire.
For each item related to the vignettes, a high score indicates a tendency for respondents to perceive the person in the vignettes as abnormal (1. Abnormality), to keep a greater social distance from the individual and to feel unpleasant in the individual's presence (2. Social Distance), to think that they have a high possibility in the future of suffering from a condition like the one portrayed in the vignette (3. Self-prevalence), to think that the individual is able to recover (4. Recovery), to consider the person capable of telling right from wrong (5. Criminal Responsibility), to think that the person is able to make a social readjustment (6. Social Readjustment), and to feel that the individual is dangerous (7. Danger). A two-tailed ttest was used to assess the significance of the differences in the devaluation-discrimination measure and the four-point scales used for the case study vignette. Chi-squared (c 2 ) analysis with Yates' correction was used for the two-point scales used for the case study vignettes.
RESULTS
Balinese participants had a significantly lower mean score on the devaluation-discrimination scale (mean = 20.8, SD = 2.96), than did the Tokyo subjects (mean = 25.2, SD = 4.37, t = -7.16, P < 0.01). These results substantiate the hypothesis that Balinese have a more globally positive attitude towards persons with a history of psychiatric treatment than do the Japanese.
The mean ratings given by the participants to each of the five vignettes are shown in Table 1 . For all three imaginary situations involving portrayal of schizophrenics, the scores for 'Abnormality' were significantly lower than those found in Bali (for Case 1, t = -3.96, P < 0.01; for Case 2, t = -4.45, P < 0.01; for Case 3, t = -8.36, P < 0.01.), whereas the scores for 'Selfprevalence were significantly higher than they were in Tokyo (for Case 1, t = 3.23, P < 0.01; for Case 2, t = 2.09, P < 0.05; for Case 3, t = 6.27, P < 0.01), indicating that the Balinese participants were less likely to perceive the schizophrenics as being abnormal, and considered themselves more likely to suffer from schizophrenia in the future than did the Tokyo participants. For two of the three schizophrenics (Cases 2 and 3), the scores for 'Social Distance' were significantly lower (for Case 2, t = -3.98, P < 0.01; for Case 3, t = -7.94, P < 0.01), and those for 'Recovery' and 'Social Readjustment' were significantly higher in Bali ('Recovery' for Case 2, c 2 = 3.91, P < 0.05; for Case 3, c 2 = 16.6, P < 0.01. 'Social Readjustment' for Case 2, c 2 = 47.9, P < 0.01; for Case 3, c 2 = 62.3, P < 0.01), indicating that the Balinese respondents felt less uncomfortable with schizophrenic patients and were more optimistic about the patients' chances for recovery and for making a return to society. For one of the three schizophrenics (Case 3), the score for 'Danger' was significantly lower in Bali (c 2 = 28.5, P < 0.01), whereas the score for 'Criminal Responsibility' was higher (c 2 = 42.4, P < 0.01), revealing that Balinese participants considered the person to have a higher ability to make judgments and to be less dangerous. All of these results demonstrate that people from the general population in Bali had a more favorable attitude towards schizophrenics than did the residents in Tokyo.
For the person with a depressive episode described in vignette 4, in contrast with the schizophrenic cases, the scores for 'Self-prevalence' and 'Recovery' were significantly lower in Bali than in Tokyo ('Self-prevalence' t = -2.75, P < 0.01; 'Recovery' c 2 = 8.56, P < 0.01), whereas the score for 'Danger' was higher (c 2 = 10.0, P < 0.01), suggesting that Balinese participants estimated less self-tendency toward depression and were less optimistic about recovery from a depressive state, and perceived depressive patients as being more dangerous. For the individual with OCD in vignette 5, the score for 'Criminal Responsibility' was significantly lower in Bali (c 2 = 10.8, P < 0.01), whereas that for 'Danger' was higher (c 2 = 12.7, P < 0.01). Such results showed that Balinese respondents tended to think the person incapable of telling right from wrong, and also felt they were more dangerous. The results suggest that Balinese have more negative attitudes towards depressive and OCD compared with their attitudes to schizophrenics.
DISCUSSION
Balinese respondents had significantly lower devaluation-discrimination measure scores, indicating a more favorable global attitude towards persons with a history of psychiatric treatment than did respondents in Tokyo. However, the extent to which people were prejudicial against mental patients in the two societies varied according to the mental disorder, with Balinese having a more positive attitude to schizophrenics but more negative to depressive and obsessive-compulsive patients.
Studies carried out by the World Health Organization (WHO), and other researchers have clearly shown that the outcome of schizophrenia in developing countries is better than that in developed countries. [13] [14] [15] This better outcome experienced by schizophrenic patients in Bali compared with Tokyo may itself generate a more positive attitude towards persons who are mentally ill. It may turn out that a favorable attitude may generate a better outcome. Previous studies have also suggested that increased contact with mental patients reduces public fear and produces a more favorable environment for accepting the patient back into society. 3, [16] [17] [18] The positive attitude towards mental patients found in Bali may be attributable to the frequent contact the public has with them given the few psychiatric beds and their short-term hospitalization. 19 Ironically, the positive public attitude found in Bali may exist because of their lack of psychiatric beds not in spite of it.
Moreover, public attitudes may be affected by the public's cognition of a mental illness. According to Balinese belief, disease is caused by an interaction known as niskala and sekala. The sekala component is the concrete aspect of the illness, which can be removed by a physician. The niskala component, however, is an invisible and abstract element that is better treated by a traditional healer. 20 It is estimated that there are about 2500 traditional healers in Bali. 21 Most Balinese believe that psychotic disorders are caused by a niskala component such as a supernatural power or black magic. Suryani found that 76% of patients who consulted psychiatrists at the two public hospitals in Bali had been examined by traditional healers prior to referral. 22 In Bali, the cause of psychotic disorders is often explained by reference to external factors, and not by referring to internal factors such as genetics or family problems. This might be one of the reasons why the mentally ill are accepted with a positive attitude in Bali, and why the patients and their families are generally not regarded as personally responsible for the mental illness. In contrast, Madianos et al. 23 reported that folk beliefs rooted in the Greek rural culture, depicting mental patients as being possessed by demons, may generate a public rejection and a more fearful attitude towards mental patients. In contrast with the Balinese situation, similar traditional ideas about mental disorders may have a negative impact on the public attitude towards mental disorders in Greece. People who have more information about mental illness are reportedly less prejudiced towards the mentally ill. 3, 24, 25 The findings of the present study, however, suggest that scientific knowledge of mental illness does not appear to be the only crucial determinant of a positive public attitude. Regardless of the actual medical findings, people's ways of perceiving mental disorders may have a positive impact in some situations, such as in Bali, and a negative impact in other societies such as Greece. The mechanisms by which information and cognition of mental illnesses differentially affect public attitudes need to be investigated in future studies.
The results show that the attitudes toward patients with depressive episodes and OCD in Bali were more negative than those in Tokyo. If direct contact reduces stigmatization as previous studies suggested, 3, [16] [17] [18] the negative attitudes toward depressive and obsessivecompulsive patients revealed in Bali may be attributed to less frequent contact with such patients because of low prevalence rates of these illnesses. Our unpublished data revealed that there were no depressive and OCD inpatients in Bangli State Mental Hospital, which is the largest mental hospital in Bali with 255 beds, in October 1993. More accurate comparisons in the prevalence of depressive and OCD patients between the two societies need to be investigated in a further study to prove the above hypothesis.
